Background
All over the world there is an increasing number of older people, particularly those over 80 (Kinsella & Velkoff 2001) and, although health has improved in most countries, there will be more demands on health care and especially on nursing care. This requires knowledge of how best to contribute to maintaining or improving quality of life (QoL), as cure may not be possible. The majority of people receive help to live at home rather than moving to in various types of institutions, nursing homes or similar (Frederiks et al. 1990 , Ferná ndez-Ballesteros 2002 . For instance, in 2002 in Sweden 92% of people aged 65 years and above lived at home and about 8% received publicly-provided help at home, while about 19% of those aged 80 years and above received this (Statistics Sweden (SCB) 2002, National Swedish Board of Health & Welfare 2003) . Even more had help from relatives (Hellströ m & Hallberg 2001) . It seems that the number of older people having help at home will increase, and there is a lack of knowledge about their QoL, health and symptoms. This can be remedied in part by comparing those who have help with daily living and those who do not. Such comparisons can also provide valuable knowledge about what nursing care should focus on.
Having help from others for everyday needs may evoke feelings of insecurity and anxiety about the future and the availability of others who can help (Jacobsson et al. 2000 , Ellefsen 2002 , and it also implies dependency, at least in physical terms. Thus, not only health problems but also dependency on others per se may reduce older people's QoL. Studies of QoL among older people in general, and those living in various kinds of institutions or having help at home, have identified various factors that influence QoL, e.g. sociodemographic factors, level of help, variety of activities and social and environmental factors (Lawton et al. 1995 , Lindgren et al. 1998 , Newsom & Schulz 1998 , Al-Windi et al. 1999 . No studies have been found which explore those living at home and receiving help in comparison with those not receiving help. Such knowledge could guide nursing assessments and interventions. It might also give an understanding of what the shift from being able to live without help to becoming dependent on others entails in terms of QoL, functional health status and symptoms.
The WHO definition of QoL is that it is a subjective evaluation embedded in a specific cultural, social and environmental context (WHOQOL 1998) . It can be divided into overall/general QoL and health-related quality of life (HRQoL), and is often stated to be a multidimensional phenomenon (Browne et al. 1994) . According to Lawton (1991) , QoL consists of four main areas: objective environment, behavioural competence (including health), perceived QoL, and psychological well-being (including life satisfaction). Browne et al. (1994) found in their study of healthy older people (65-90 years of age) that older elders reported high levels of life satisfaction, psychological well-being and subjective well-being as compared with younger old people. Further, Browne et al. (1994) stated that each individual has a specific conceptualisation of what the health domain means for their QoL. Philip (1996) suggested that the most important aspect of care for older people should be to increase or preserve QoL, and therefore more knowledge about what contributes to QoL is needed.
Living longer in most cases also means having more symptoms and diseases, most of which seem to cause distress in daily living (Campbell et al. 1994 , Grimby & Svanborg 1997 , Melzer et al. 1999 . From a nursing perspective such knowledge is important, because the impact of symptoms may be able to be reduced even when diseases cannot be cured. The relationship between symptoms, diseases and activities of daily living (ADL) is not fully understood. However, a longitudinal study over 6 years in the USA (Penninx et al. 1999 ) among 6247 people aged 65 years and above showed that depression in those who were initially not disabled significantly increased the risk of ADL dependence and mobility disability. Steen et al. (2001) found that, among people aged 85 years (n ¼ 332) and 95 years (n ¼ 63), there were differences in cognitive functioning, mobility and tiredness among ADL-dependent as compared with ADLindependent people. Melzer et al. (1999) found, among 10,377 people aged 65 years and above in the UK, that more than 80% of older physically disabled people needed help, as Jorm et al. (1993) had previously found in 1993 among people aged 70 years and above living in Australia. Grimby and Svanborg (1997) , in a Swedish longitudinal study with older people aged 76, found that diseases had an impact on HRQoL. An interview study with people aged 85 years and over who were living at home in London showed that health status is a greater predictor of emotional well-being (Bowling & Browne 1991 ) than social network. Newsom & Schulz (1996) , however, found among people aged 65 and over in the USA (n ¼ 4,734, average age 72AE8) that lower social support was an important reason for decreased life satisfaction. Thus, understanding so far of how QoL is influenced by various factors such as disease, self-rated symptoms and social network among older people is far from clear, especially in the oldest old (85þ) group because of their low numbers in most studies.
Understanding the lives of older people, especially those receiving help with daily living, is important for future health care because their whole life situation influences the content of their home care. Home care/help refers to all kinds of help at home needed for health problems and includes help with IADL (washing, shopping) or personal care. In Sweden, older people in general live at home in a private house or a flat. When they cannot do so any longer the municipalities have a responsibility to care for them in special accommodation (nursing homes, assisted living or similar). The trend in most countries seems to be in the direction of increasing numbers of people receiving help at home. In 1998 in Sweden 21% of older people aged 80 and over lived in special accommodation, while the figure was about 19% in 2002 (National Swedish Board of Health & Welfare 2000 , 2003 . The current policy with regard to care of older people in Sweden, as in many other countries, is to enable them to remain at home as long as possible (Swedish Institute 1999 , Criddle & Flinker 2001 , which certainly involves high quality nursing care. This calls for more knowledge about these people's life situations and what to look out for to improve their QoL.
The study Aim
The aim of this study was to compare people aged 75 years and over, living at home and receiving help with daily living, with those without such help, with regard to socio-demographic data, self-reported illness, health problems and QoL.
Design
A cross-sectional survey design was used.
Participants
An age-stratified randomised sample of 1866 adults (response rate 67% n ¼ 1248), 75 years or older, was selected in 1995 in a southern Swedish municipality with approximately 70,000 inhabitants, of whom 8AE9% were 75 or above (n ¼ 6,225; 38% men) and living at home. Thirty per cent were randomized from those aged 75-79, 80-84, 85-89, 90-94 and >95 years to make sure that enough very old people were included. The two age groups 90-94 and >95 were combined to form one group in the analysis because the number of respondents in the two groups was small.
Questionnaire
A postal questionnaire covering sex, age, number of children, living conditions, civil status, cohabitation, and helping another person was sent to respondents ( Table 1 ). The questionnaire also covered symptoms, self-reported diseases and QoL (Figure 1 , Tables 2 and 3 ). In addition, questions were asked about ability to be alone at home without someone available to help with health problems or personal ADLs. The response alternatives were given in number of hours that the person could remain alone. Questions were also asked about whether, because of reduced health, the person needed help with instrumental ADLs (e.g. shopping, meal preparation and housekeeping) and personal ADLs (e.g. bathing, dressing and feeding). The eight QoL questions were selected from a questionnaire based on the Life quality Gerontological Centre scale, Lund (LGC) (Nordbeck 1996) . This has 49 items measuring global QoL and is based on the Life Satisfaction Index A (LSIA) (Neugarten et al. 1961 ), Philadelphia Geriatric Centre Morale Scale (Lawton 1975) and Life Quality Scale (Rubenowitz 1980) . The LGC has previously been used among older people (Elmstå hl et al. 1996 , Nordbeck 1996 , Hagberg et al. 2002 .
Data collection
Respondents were asked to obtain help from relatives, friends, their home help or district health service if they were unable to fill in the questionnaire by themselves, and to indicate who helped them. One reminder was sent. Those whose questionnaires were returned marked 'Address unknown', or who had moved to institutions or had died, were randomly replaced by others from the same age group.
Ethical considerations
The Lund University Ethics Committee, LU 307-95, approved the project. An explanatory letter was sent with the questionnaire, and return of a completed questionnaire was taken as consent to participate.
Data analysis
A comparison between older people receiving help (n ¼ 448) and those without help (n ¼ 793) was made with regard to QoL, demographic data, diseases and symptoms. Respondents who answered that, because of decreased health, they had help 'Several times a week', 'Once a week' or 'Yes, but not every week' were defined as receiving help (n ¼ 448). Those who answered, 'No, I do not have any help or care' were defined as without help (n ¼ 793). The chi-square test was used to test for differences between the two groups for nominal data such as gender, living conditions, civil status, cohabitation, and types of symptoms and diseases. The Student's t-test was used to test for difference regarding age. Differences in variables such as 'able to be alone at home by themselves', 'helping another relative or friend', QoL questions, number of children, number of diseases and number of symptoms were tested using the Mann-Whitney U-test. The chi-square test was also used to test for differences between genders within each group (receiving help or without help) with regard to living conditions, civil status and cohabitation. The Mann-Whitney U-test was used to test for difference between gender within each group regarding QoL questions, number of children, number of diseases and number of symptoms. A new variable, 'Quality of Life', was constructed for statistical analysis purposes by adding the responses to each question about QoL. The scores on the added QoL questions could range from 8 to 28, with a low score indicating low QoL. Figure 1 The most frequent complaints (in per cent) reported to be present during the last 3 months among older respondents receiving help and those without any help. Significant (P-value £ 0AE0005) differences between the two groups in all variables presented.
Cronbach's alpha was used to assess internal consistency of the summed QoL measure. Multiple linear regression analyses were used to find variables explaining QoL (dependent variable). The independent variables were age, gender, number of self-reported diseases, number of symptoms, number of children, living condition, civil status, living alone or not, the ability to stay alone at home or not and those symptoms (n ¼ 14) that were correlated to QoL with a high correlation coefficient of >0AE25 (Spearman's rank-order) (Cohen & Manion 1989) . Dummy variables were constructed for living condition using 'city' as a reference and for civil status using 'married' as a reference. SPSS for Windows 95 and 98 software package, version number 10.1 and 11.0 was used.
Results
Included in this study were 448 people receiving help and 793 people without help. Seven people did not answer the question about receiving help or care and were therefore excluded. There was a significantly (chi square ¼ 68AE773, df ¼ 3, P < 0AE001) higher dropout (42AE7%) in the youngest age group (75-79 years) than in the oldest (16AE5%) 
Internal missing ¼ 7 cases. Chi-squared test differences represented in diseases and MannWhitney U-test in the number of diseases between the two groups. Total score for quality of life mean (SD SD) (90-99 years), and 27AE3% in the age group 80-84 and 24AE1% in the 85-89 group. There was a higher dropout among men than women, 36AE8% compared with 31AE2%. Reasons for not participating were, for example, 'too old', 'not feeling well', 'do not have anything to say' or 'do not want to participate'. Among those receiving help, 79AE1% came from the oldest age group (90-99), and 18AE5% from the youngest age group (75-79 years); for those without help, 20AE0% came from the oldest age group (90-99 years) and 81AE4% from the youngest age group. To complete the questionnaire, significantly (chi square ¼ 284AE650, df ¼ 1, P < 0AE001) more people receiving help (66AE7%) needed help from another person (from relatives in 45AE1%, home help service in 12AE7%, friends in 3AE8%, and district health service in 3AE3%) compared with 18AE1% people without help (from relatives in 14AE6%, friends in 2AE8%, district health service in 0AE9%, and home help service in 0AE5%). There was significantly higher age, more women, more people who were widowed, more children, more people living alone and fewer people who were able to be alone at home among those receiving help (Table 1) . In both groups significantly more women than men lived in the city (receiving help; chi square ¼ 8AE607, df ¼ 2, P < 0AE01, without help; chi square ¼ 15AE056, df ¼ 2, P < 0AE05), had lost their partner (receiving help; chi square ¼ 81AE186, df ¼ 3, P < 0AE001, without help; chi square ¼ 150AE162, df ¼ 3, P < 0AE001) and lived alone (receiving help; chi square ¼ 76AE411, df ¼ 3, P < 0AE001, without help; chi square ¼ 127AE927, df ¼ 3, P < 0AE001).
The number of self-reported diseases per person in the group receiving help ranged from none (8AE3%) to 14 (0AE2%), and among the people without help from none (26AE9%) to 10 (0AE1%). There were no significant differences in the number of self-reported diseases with regard to gender within the two groups. There was, however, a significantly higher incidence of disease among those receiving help ( Table 2 ). The four most common diseases reported in both groups were musculoskeletal diseases, other circulatory diseases, eye diseases and hypertension, although in a different order in the two groups ( Table 2 ).
The number of symptoms was significantly (U ¼ 90,366AE000, Z ¼ À14AE423, P < 0AE0005) higher among those receiving help (median ¼ 10, q1/q3 ¼ 6/13) than among those without help (median ¼ 4, q1/q3 ¼ 2/8). It ranged from none (2AE7%) to 26 (0AE2%) in those receiving help and from none (10AE5%) to 26 (0AE1%) in those without. There were no significant differences in the number of symptoms with regard to gender within the two groups. In both groups, musculoskeletal pain was most frequent, followed by impaired mobility among those receiving help, whilst impaired hearing was the second next most common symptom in those without help (Figure 1) .
As regards each question on QoL, 63AE5% to 74AE4% among those receiving help stated that they had 'good' or 'very good' QoL, and 85AE3% to 93AE8% among those without help (Table 3) . There were significant differences in all variables. With regard to gender, there were no significant differences in total QoL among those receiving help, but in the other group significantly (U ¼ 37,163AE500, Z ¼ À3AE546, P < 0AE0005) more women had a lower total QoL score than men.
The linear regression analysis showed depressed mood (little), loneliness (little and much) and abdominal pain (much) to be significantly associated with low QoL in both groups. Among those receiving help, not being able to stay alone at home and fatigue (very much), depressed mood (much and very much) and loneliness (very much) were found to be significantly associated with low QoL and living alone was significantly associated with high QoL. Among those without help, the number of diseases, abdominal pain (little) and sleeping problems (little) was significantly associated with low QoL (Table 4) .
Discussion
In this study there were significant differences in terms of higher age, more women, more widows/widowers, more people not able to stay alone at home by themselves and more people living alone among those receiving help. Also, more self-reported diseases and symptoms were found among those receiving help. People receiving help had significantly lower QoL, and predictors of low QoL among those receiving help were living alone, not being able to stay alone at home, and fatigue. However, among those without help, number of diseases and sleeping problems were predictors of low QoL, and in both groups loneliness, depressed mood and abdominal pain predicted low QoL.
These findings were based on a questionnaire, which has implications for internal and external validity. The general response rate was 67%, which is quite good bearing in mind the age of the sample (Polit & Hungler 1999) . Interestingly, the response rate was higher among those over 80 years of age (72AE3-84AE3%) than among the younger older people (75-79 years of age), where the response rate was 57AE3%. The reasons given for not responding were mainly related to health. It seems likely that a large proportion of nonrespondents were healthy, since the dropouts mainly came from the younger age groups. In other studies there are usually more dropouts in the higher age groups (Grimby et al. 1999) . Thus, our findings seem likely to represent the situation of older people accurately, especially those 80 years of age or above, whilst younger older people seem to be less well-represented.
Another threat to validity may be that more people had help to respond to the questionnaire from family members or others. This approach can be questioned. We asked respondents if they had had help in filling out the questionnaire and by whom. This made it clear whether or not they had received help, which may otherwise happen in postal questionnaire studies without researchers knowing this. It is not possible to state whether this help distorted the results. It may, however, mean that those likely to have dropped out participated because of the help received. The internal dropout in general was acceptable.
Some questions about QoL had a higher dropout in both groups (Table 3) . The total score, however, showed high internal consistency (0AE86-0AE87) and showed similar individual responses between the items; the internal dropout may thus be of less significance. The assessment of QoL was grounded on eight items based on Life quality Gerontological Centre scale, Lund (Nordbeck 1996) . This selection can be questioned. The reason for not taking a full measure was to avoid overburdening older people with a lengthy scale, as this would have had an impact on internal as well as external dropout. Also, it may strengthen the validity of the study that the items reflected overall QoL rather than HRQoL.
Applying HRQoL measures and analysing these in relation to symptoms and restrictions of various kinds can introduce considerable redundancy. The items used seemed to be sensitive in differentiating between the two groups. In general, it seems that the findings may be taken as a fair representation of the situation of older people living at home and receiving help or not for their daily living in Sweden, and in comparable communities and age groups.
The most obvious finding was the significantly lower QoL among those receiving help from others. Approximately 30% answered that they had low or very low QoL, while in the other group approximately 10% reported low or very low QoL in these items. There is a lack of comparable studies, i.e. those comparing older people at home who have help with those without. As expected, people receiving help had more self-reported diseases and more symptoms, which might lead to low QoL. It is surprising, however, that the differences with regard to symptoms, self-reported diseases and QoL were so large, especially as the regression analyses did not show numbers of symptoms and self-reported diseases to be significantly associated with QoL among those receiving help. The large differences in QoL are likely to be explained by the complex of symptoms rather than single symptoms, which marks the transition from living independently to becoming dependent on help. Nilsson et al. (2000) found in their study among older people (85-96 years of age) living at home in Sweden that older people's experiences of feeling old passed through four stages of transition: beginning to feel old, fear of being helpless, recognizing one's former self and feeling different from others. It may well be that those in earlier phases of the transition have a greater negative impact on QoL, i.e. before adjustment to new circumstances has been attained. Further studies are needed about this transition and are important for nursing care so that nursing interventions can be adapted to the needs of older people. The larger number and degree of various symptoms may explain QoL through the impact of the symptoms themselves as well as through their impact on people's autonomy, as discussed above. The differences in level were particularly high with regard to musculoskeletal pain, impaired mobility, sight, dizziness and fatigue among those receiving help compared with those not, and were in most cases 20-25% higher (Figure 1 ). These factors may well be part of the reason why they receive help. Steen et al. (2001) found mobility and fatigue to be predictors of ADL dependence among 85-year-olds living in the community or in special accommodation. Furthermore, other studies showed comorbidity (Grimby & Svanborg 1997) and multiple health problems, for example fatigue and pain (Michelson et al. 2001) , to be associated with reduced QoL. The high level of these symptoms is important from a nursing care perspective because of the possibility of addressing them in rehabilitation programmes (Sonn & Hulter Å sberg 1991 , Sonn 1996 . It is generally recognized that such problems create a vicious circle (Sonn 1996 , Steen et al. 2001 . Musculoskeletal pain and impaired sight, for instance, may lead to fear of moving, which in turn increases stiffness and mobility problems. It is also important to acknowledge that these symptoms do not work in isolation, but rather interact with each other (Jakobsson et al. 2003) . Thus, systematic assessment of various common symptoms in older people and interventions that address the complexity rather than novel symptoms seem urgent in order to improve the life situation of those living at home and receiving help with daily living.
Although symptoms to a certain degree did determine QoL, it was some specific symptoms and living conditions that predicted low QoL. Thus, it is especially important to focus systematically on these symptoms in nursing care. Variables with the greatest negative impact were loneliness, depressed mood, fatigue and abdominal pain in those receiving help. Thus, psychological components (depressed mood, loneliness) and physical components (fatigue, pain) together explained the low QoL, especially in those receiving help. Abdominal pain was common, which has not previously been identified as a problem. Fatigue, however, has been reported repeatedly as contributing to low QoL in older people (Steen et al. 2001) . This calls urgently for indepth studies of fatigue, and also development of interventions that can minimize it. The strongest factors contributing to low QoL were depression and loneliness, i.e. the psychological aspects of QoL. These symptoms were also predictors of low QoL in those not receiving help, although they were even stronger as predictors of low QoL in those receiving help. Similar findings have been reported in other studies (Grimby & Wiklund 1994 , Jensen et al. 1994 , Lindgren et al. 1994 , Newsom & Schulz 1996 , Fassino et al. 2002 , either as a predictor of low QoL or in observed and perceived correlation with impaired QOL. Surprisingly, living alone contributed to a better QoL in regression analysis among those receiving help, which resembles the findings of Iliffe et al. (1992) that older people over 75 years of age living alone in London had higher satisfaction with life than those living with others. These findings indicate the importance of assessing loneliness and depression when providing home care, and also considering the social aspect of daily living for older people. Our findings also show that, the more restricted a person's ability to manage by themselves, the lower their QoL. Not being able to stay at home alone without someone available to assist predicted low QoL, which is likely to reflect low functional ability. This variable has not to our knowledge been used before. Apart from the fact that it may reflect the person's functional limitations, it may also reflect feelings of restricted autonomy and dependency on others and thus be part of the psychological components contributing to low QoL. It also seems worthwhile to address feelings of having to rely on others in the assessment as well as counselling of older people.
The fact that different variables contributed to low QoL in those receiving help and those not indicates that knowledge obtained from healthy older people about QoL cannot be generalised to those receiving help. Rather, they should be regarded as a different group. The transition from living independently to receiving help from others probably contributes to a change of values and attitudes about what is important in life. From a clinical perspective, this indicates that assessment of various symptoms and their importance for each individual is vital. It is likely that low QoL is the result of a combination of emerging need for help from others and the suffering caused by various symptoms. Clinically, these findings emphasize the need for thorough assessment and monitoring, e.g. by a district nurse, of older people who are living at home and who are restricted in their own resources in handling daily living.
Conclusions
It seems fair to say that living at home and receiving help does not protect older people from having a low QoL. Considerable differences between those living without help and those with help with respect to most symptoms, not being able to stay at home alone by themselves and to QoL are to be expected. Thus the findings point to the importance of nurses' doing systematic assessment from a broader perspective and interventions especially focusing on symptoms that contribute to a low QoL on older people receiving help from others for their daily living.
